Background: Meralgia paresthetica (MP) is a mononeuropathy affecting the lateral femoral cutaneous nerve. The disease is often diagnosed clinically, but electrophysiological tests play an important role. The aim of this study is to clarify clinical characteristics of MP as well as the role of sensory nerve conduction study (NCS) in the diagnosis of MP. Methods: Sixty-five consecutive patients with clinical diagnosis of MP between March 2001 and June 2012 were retrospectively reviewed at a single tertiary center. General demographics, clinical characteristics and sensory NCS findings were investigated. Measurements of sensory NCS included the baseline-to-peak amplitude, side-to-side amplitude ratio and the conduction velocity. To compare between the normal and abnormal NCS groups, independent t-tests and chisquare test were performed. Results: Sixty-five patients had male predominance (56.9%) with mean age of 48.4±13.4 years (range: 16-75). Seven patients (13.5%) had undergone operation or procedure before the symptom onset. The sensory nerve action potentials were obtainable in 52 (80%) of 65 clinically diagnosed MP patients. Sensory NCS revealed abnormalities in 38 patients (73.1%), and others (n=14, 26.9%) showed normal findings. Between the normal and abnormal NCS groups, there is no statistically significant difference on demographics or clinical features. Conclusions: We clarify the clinical features and sensory NCS findings of MP patients. Due to several limitations of sensory NCS, the diagnosis of MP could be accomplished both clinically and electrophysiologically.
Introduction
Meralgia paresthetica (MP) is a focal compressive neuropathy involving the lateral femoral cutaneous nerve (LFCN). [1] [2] [3] It is known to be the second most frequent entrapment neuropathy of the lower extremity. 4, 5 MP literally means thigh pain, and its clinical features are abnormal or decreased sensation and pain on the anterolateral side of the thigh. The incidence of MP was estimated as 4.3 per 10,000 person-years. 6 MP has been reported to be associated with mechanical factors such as pregnancy, obesity, wearing of tight clothes and iatrogenic causes.
placed in the supine position. Skin temperature was kept above 32℃. The LFCN was antidromically stimulated at 1.5 cm medial and distal to the anterior superior iliac spine (ASIS) with the anode 3 cm proximal to the cathode. The active recording electrode was located 12 cm distal to the ASIS with the reference electrode 3 cm below it. The ground electrode was placed between the stimulating and recording points. All tests were conducted bilaterally. Measurements included the baseline-to-peak amplitude, peak latency and the conduction velocity. The base- 
Results

Clinical Data
Electrophysiological Data
In 65 patients, SNAPs were obtainable in 52 (80%). Ten patients with undetected SNAP of the bilateral LFCNs and 3 patients with bilateral symptom were excluded in data analyses.
Sensory NCS revealed abnormalities in 38 patients (73.1%), and others (n=14, 26.9%) showed normal findings. In abnormal NCS group, SNAP of the symptomatic LFCN was not detected in 20
patients. Eighteen SNAP-detected patients revealed low amplitude (<3 uV) in 2, slowed NCV (<45.8 m/s) in 13 and both in 3.
Between the normal and abnormal NCS groups, there was no statistically significant difference on demographics or clinical features (Table 2) .
To elucidate useful parameter of NCS in the diagnosis of MP, comparison of sensory nerve conduction study parameters between the affected and unaffected sides was conducted except for 23 patients in whom SNAP was not evoked. 15 were less frequent than previously reported (8.6% for obesity, 7.7% for diabetes). This may have resulted from racial differences in the study populations because the majority of previous studies have targeted Caucasian patients.
The lower BMI of Korean patients with diabetes is well known. 16 The lower BMI of Koreans, both in diabetic and non-diabetic patients, is most likely responsible for the lower proportions of obese and diabetic patients with MP observed in this study, because mechanical pressure over the LFCN would be less in patients with lower-BMI. In a previous report, the most common symptom was numbness (68.7%) and one-third of all patients experience burning pain. 17 Another study reported that pain occurred in almost all patients. 4 In our study, the most frequent Some patients develop symptoms after a procedure or an operation, as described in previous case series. Transfemoral coronary angiography, 18 inguinal surgery such as that performed to treat hernia, 19 and laparoscopic surgery 20 are unusual causes of MP. In one patient, symptoms occurred after liposuction, which has not been reported previously. The patient received liposuction at multiple locations on both thighs. The LFCN could be injured by a procedure involving the thigh or inguinal area.
Electrodiagnostic tests are important for the diagnosis of MP but there are several limitations. 1 Although sensory NCS and somatosensory-evoked potentials (SSEP) are mainly used, a standard protocol for NCSs of LFCNs has not yet been determined. 9, 17 Several factors such as BMI, age, and anatomical variation may also influence the findings of sensory NCSs. 21, 22 In addition, the clinical significance of SSEP is still controversial.
11,23
The electrophysiological characteristics of MP observed in this study can be summarized as follows. This study has several limitations. It was a retrospective and cross-sectional study, and electrophysiological or clinical evalua-tion was not serially conducted. As also shown in our study, it is generally agreed that NCS of the LFCN has relatively low sensitivity in detecting MP. In previous report on sensory NCSs, 9 almost one-third of patients showed normal NCS results. In addition, there is no consensus on which NCS methodology is better in the diagnosis of MP as yet.
In conclusion, we have clarified the clinical and electro- 
